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As compared to aspergilloma which is usually developed after complication of tuberculosis in India,
endobronchial aspergilloma is a rare disease entity. We report a rare case of endobronchial aspergilloma
which is presented radiologically as a solitary pulmonary nodule. A 24-year-old male presented to the
Department of Tuberculosis and Chest Diseases with moderate to severe hemoptysis for the last three
months. Chest X-ray (PA view) showed ill-deﬁned homogenous shadow in the right upper zone. CECT
Thorax review showed intrabronchial mass in the posterior segment of the right upper lobe. CT-guided
FNAC was performed, which reveals Aspergillus hyphae mixed with sputum and necrotic material,
without any evidence of malignancy. Fibreoptic bronchoscopy was done, it reveals a ball-like region,
occluding partially, the lumen of the posterior segment of right upper lobe with hyperemia. The ball was
movable. Biopsy was performed and it revealed a partially eroded lining of metaplastic squamous
epithelium, overline of chronically inﬂamed granulation tissue and scar intermingled with fungal
hyphae. Serological test for Aspergillus precipitin was positive. The ball was removed using forceps and
basket. Endobronchial aspergilloma may be present as solitary pulmonary nodule on chest X-ray.
Bronchoscopic and endobronchial biopsies are invaluable in the diagnosis of endobronchial aspergilloma.
 2009 Elsevier Ltd. All rights reserved.Introduction
Aspergilloma is a saprophytic colonization of parenchymal
cavity by Aspergillus. As compared to aspergilloma which is usually
developed after complication of tuberculosis in India, endobron-
chial aspergilloma is a rare disease entity. We report a rare case of
endobronchial aspergilloma which is presented radiologically as
a solitary pulmonary nodule.Case report
A 24-year-old male was presented to the Department of
Tuberculosis and Chest Diseases with moderate to severe hemop-
tysis for the last three months. The patient had prior history of
expectorating black-coloured sputum which was solid in consis-
tency. The patient was a non-smoker, and there was no history of
any other illness. Physical examination did not reveal any abnor-
mality. The following investigations were done Hb% 8 g%, TLC 6500/
cumm, DLC: P60, L28, E12. Sputum culture for bacteria was nega-
tive. Sputum for Acid-Fast Bacillus was negative. Tuberculin testmail.com, drshameem123@
rved.was negative. Chest X-ray (PA view) showed ill-deﬁned shadow in
the right upper zone. CECT Thorax review showed intrabronchial
mass in the posterior segment of right upper lobe (Figs. 1–3). CT-
guided FNAC was performed, which reveals Aspergillus hyphaeFig. 1. Chest X-ray (PA view) showed ill-deﬁned nodular shadow in the wide upper
zone.
Fig. 2. CECT Thorax review showed intrabronchial mass in the posterior segment of
right upper lobe.
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malignancy. Fibreoptic bronchoscopy was done, it reveals a ball-
like region, occluding partially, the lumen of the posterior segment
of right upper lobe with hyperemia. The ball was movable. Biopsy
was performed and it revealed a partially eroded lining of meta-
plastic squamous epithelium, overline of chronically inﬂamed
granulation tissue and scar intermingled with fungal hyphae.
Serological test for Aspergillus precipitin was positive. The ball was
removed using forceps and basket.Discussion
Although in the past the size 1–6 cm was regarded as solitary
pulmonary nodule, now it had been limited to 1–3 cm, with
larger lesions termed as masses.1 Pulmonary aspergillosis may be
classiﬁed under three categories, depending upon whether the
host is atopic or immunocompromised: invasive aspergillosis,
allergic bronchopulmonary aspergillosis (ABPA) or aspergilloma.2
Endobronchial aspergilloma is a rare disease, it usually developsFig. 3. Bronchoscopy image shows a ball-like mass, occluding partially, the lumen of
posterior segment of right upper lobe with hyperemia, the ball was movable.in old cavities.3 Endobronchial fungal infection (EBFI) seems to be
a rare manifestation compared to pulmonary or systemic disease.
Reports of endobronchial fungal infections (EBFI) are infrequent;
however, their existence is undeniable. Most common agents
causing EBFI are Aspergillus spp., Coccidioides immitis, agents
of zygomycosis, Candida spp., Cryptococcus neoformans, and
Histoplasma capsulatum.4
The typical radiographic appearances are of a rounded mass
sitting inside a cavity (usually thick-walled), with air around the
mass. The mass is seen to gravitate freely on images of the patient
in different positions.5 The air-crescent sign is often considered to
be characteristic of mycetomas but has also been described in
bronchogenic carcinoma,6 retained foreign body following thora-
cotomy,7 haemorrhage into a cavity, Wegener’s granulomatosis,8
sclerosing haemangioma,9 echinococcal cyst,10 tuberculosis, and
Rasmussen aneurysm in a tuberculous cavity. Confusingly, the air-
crescent signmay also be seen in angioinvasive aspergillosis, where
it corresponds pathologically to a space caused by retraction of an
area of retracted infarcted lung.11 An early sign of aspergilloma
formation in a cavity is pleural thickening which often antedates
the radiographic features of an obvious intracavitary fungus ball.12
An increase inwall thickness of the lateral aspect of a ﬁbrotic cavity,
reﬂecting a combination of pleural and cavity wall thickening,
may be a helpful sign of radiographically cryptic aspergilloma.13
This feature is a reactive phenomenon, with regression of the
aspergilloma leading to a normalisation of the pleural thickness.14
Thin-section CT can demonstrate the early stages of aspergilloma
much more readily than chest radiography. Fungal fronds can be
seen arising from the cavity wall, often intersecting each other.
These fronds coalesce and break away from the cavity wall to form
a mature fungus ball which may contain small foci of high atten-
uation, presumably representing calciﬁcations.15Conﬂict of interest
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